presence of infection. Subsequently, 3 "Surviving Sepsis Campaigns" (SSC) have occurred. Each advocated updated, research-based approaches for "best practices" for the septic patient admitted to a hospital, such as prompt administration of appropriate antibiotics and crystalloids. However, no prior publications exist regarding septic patients who are treated and released from an emergency department (ED). The short-term mortality of patients who are septic, yet deliberately treated and released from an ED, is currently unknown. We focused upon this population because at this time, a prudent emergency physician, who deliberately institutes an outpatient treatment plan for a septic patient who does not appear to require hospital admission, could cite no peer-reviewed literature to support this common practice. Thus, in the rare event that such a patient unexpectedly deteriorated after treatment and release from an ED, and the quality of that medical care were called into question, the emergency physician could not cite peer-reviewed literature to support their decision. We seek to remediate this deficiency, hypothesizing that patient deaths within 7 days are vanishingly rare to absent among this cohort.
Study Objectives: The Severe Sepsis 3-Hour Resuscitation Bundle calls for an initial administration of 30 mL/kg of crystalloid as a fluid challenge in sepsis, to correct possible underlying hypovolemia. We aimed to study whether the practice of administering 30cc/kg saline in the first 3 hours of sepsis improves outcome, especially with regard to 30-day hospital re-admission.
Methods: This was an observational cohort study that took place in an urban academic teaching hospital and trauma center with over 75k annual ED visits. Participants included adult patients who presented to the ED with signs and symptoms consistent with severe sepsis or septic shock.
The data abstraction was performed by trained coders blinded to the outcome of interest, and a standardized data collection tool was utilized. Data analysis performed using JMP 12.0.
Results: 168 patients met the inclusion criteria. 57% of the cohort received the recommended 30cc/kg fluid bolus in the first 3 hours of their ED stay. On univariate regression analysis, there were no significant differences between those who did receive or did not receive the fluids with regard to age, sex, arrival from emergency medical services or NH, or whether or not the sepsis bundle was ordered. The overall 30-day hospital re-admission rate for the cohort was 19%. For those who received the fluid challenge, it was 14%, as compared to 25% in those who did not.
On multivariable logistic regression analysis that included demographics and laboratory values, those patients who did receive the 30cc/kg fluid resuscitation were significantly less likely to be re-admitted to the hospital within 30 days (25 versus 14%).
Conclusions: Fluid resuscitation in the early hours after sepsis appears to be significantly correlated with a lower rate of hospital re-admission at 30 days.
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Implementation of a Modified HEART Score Pathway in an Urban, Safety Net Hospital: A Before-After Study Trent SA, Joynt P, Stella S, Skinner A, Salame G, Prandi-Abrams M, French A, Krantz M /Denver Health Medical Center, Denver, CO; Castle Rock Adventist Hospital, Castle Rock, CO Study Objectives: We sought to decrease practice variation in our emergency department (ED) for patients presenting with acute, non-traumatic chest pain through implementation of a chest pain risk stratification guideline using the HEART score. Additionally, we sought to validate the HEART score in a large, urban, safety net population.
Methods: We performed a before-after study using standardized medical record abstraction at a single, urban, safety net institution. Consecutive adult patients were identified by ED ICD-10 diagnosis codes. Inclusion criteria were: age 19 years, a troponin order during ED evaluation, and an ED diagnosis of chest pain or acute coronary syndrome. Exclusion criteria were: ST elevation myocardial infarction or a non-cardiac diagnosis for chest pain (eg, pneumonia or pulmonary embolism). Prior to the development of an institutional chest pain risk stratification guideline, 3 months of consecutive eligible patient medical records underwent standardized medical record abstraction by emergency physicians to understand our current practice and retrospectively evaluate the HEART score in our patient population. Using this data, a multidisciplinary chest pain risk stratification guideline similar to the HEART score pathway was developed and subsequently implemented in our institution. The impact of this guideline on ED length of stay, hospital admissions, and utilization of noninvasive stress testing and cardiac catheterization were evaluated through an additional 3 months of standardized medical record abstraction by emergency physicians. Patients with either MACE identified during the initial encounter or a health care encounter in the medical record 6 weeks after the index ED encounter were used to validate the HEART score for predicting major adverse cardiac events (MACE) in our population. Descriptive and bi-variate statistics as well as estimates of effect size were performed.
Results: 1173 patients met inclusion in our study including: 521 in the before group and 652 in the after group. The HEART score identified 57% of our patients as low risk ( 3), 38% moderate risk (4-6), and 5% high risk (7). Among the 769 patients in the HEART score validation cohort, the prevalence of MACE was 0% (95% CI 0-1%) in the low risk group, 10% (95% CI 8-14%) in the moderate risk group, and 55% (95% CI 41-68%) in the high risk group. Implementation of an institution specific HEART score pathway increased admission for the moderate risk group by 38% (95% CI 29-47%), decreased the median ED length of stay by 37 minutes (95% CI 17-58 min), and increased objective cardiac testing among moderate and high risk patients by 10% (95% CI 0-19%). Adherence to our institutional HEART score pathway was 84% (95% CI 81-86%) after implementation.
Conclusions: The HEART score is a valid risk stratification tool in an urban, safety net hospital population. In contrast to prior studies, the implementation of a modified HEART score pathway resulted in increased admissions at our institution as well as an increased objective cardiac testing and a decrease in ED LOS. Study Objectives: In the face of rising antimicrobial resistance, the need for antimicrobial stewardship has been receiving ever greater attention throughout our health care system. One of the most common diagnoses resulting in outpatient antimicrobial prescribing through our emergency department is presumed urinary tract infection. When urine culture results were reviewed, a substantial number of patients with negative culture results had been sent home on antimicrobials. We initiated a pilot project to track all urine culture results and discontinue antimicrobials on patients with negative culture results.
Methods: The pilot program to discontinue antimicrobials based on urine culture results was initiated in February 2017 with a nurse practitioner (NP) and collaborating physician (CP). The setting was a 27,000 visit VA emergency department (ED). Approximately 100 urine cultures are obtained per month and preliminary results are typically available in 48 hours. Once urine culture results were obtained, the ED pharmacist would then alert the NP (or emergency physician if the NP was not available) to the results and a decision was made, after a conversation with the patient to discontinue antibiotics if the culture was negative. All charts of patients who had antimicrobials discontinued were reviewed by the NP & a CP. Charts were eligible for review if the patient was discharged from the emergency department with a diagnosis of UTI, had a urine culture obtained and had an antimicrobial prescribed. Patients who were unable to be contacted by phone, who had prostatitis, STI, indeterminate culture (mixed urogenital flora), or a patient with <2 days remaining on their antimicrobial prescription were excluded.
Results: During the first 12 months of the pilot program, 41 patients met inclusion criteria, 100% of whom were male. Of these 41 patients, 35 (85.3%) had their antimicrobials discontinued. Of the remaining 6, 3 had their prescriptions discontinued by another provider prior to culture results being obtained and 3 were told to continue their prescriptions based on good clinical response to the antimicrobial regimen. This resulted in a reduction of 57% (226.5 days) of unnecessary antimicrobial use. In follow-up, 3 veterans (7%) returned to the ED within 2 weeks after discontinuation of antimicrobials, but none were diagnosed with a UTI. There were no adverse outcomes identified. Duration of antibiotic therapy ranged from 5 to 14 days, with an average of 8.4 days; most commonly prescribed antibiotics were ciprofloxacin (50%) or bactrim (24%). Phone follow-up was provided during the first 14 months of the pilot during which no adverse outcomes (death, admission, repeat antimicrobials) were identified.
Conclusions: Initiation of a pilot program to track urine culture results ordered through the emergency department and discontinue prescriptions for patients with negative cultures resulted in a significant decrease in days of unnecessary antimicrobial use. We detected no adverse outcomes from the discontinuation of antimicrobials in this population. Future directions for this program will include continued monitoring to ensure ongoing success and safety of discontinuing these prescriptions for patients with negative urine cultures, and ultimately expansion into other areas of potential antimicrobial overuse, such as respiratory infections. Study Objectives: The Elderly Risk Assessment (ERA) score is a validated index that predicts hospitalizations, mortality, and emergency department (ED) visits in adults older than age 60 presenting to primary care. The index is composed of age, sex, number of hospital days in the prior 2 years, marital status, and selected medical conditions (diabetes, coronary artery disease, congestive heart failure, stroke, chronic obstructive pulmonary disease and dementia). The aim of this study was to validate the ERA score in a cohort of ED patients, including need for hospitalization, mortality and return ED visits.
Methods: This was an observational cohort study of consecutive patients age 60 years and older who presented to the ED from Jan-Dec 2017. This study was approved by the Institutional Review Board. The ERA score uses demographic and clinical data and is automatically calculated and displayed in the electronic medical record. It ranges from -1 to 34 points. Medians with interquartile range (IQR), and odds ratios (OR) with 95% confidence intervals (CI) were calculated. Chi-square and Wilcoxon test were used for statistical analysis.
Results: There were 29,991 ED visits in 2017 by patients age 60 and older; this represents 39% of all ED visits at our hospital. Of these, 9% did not consent for medical record review and were excluded. The final cohort included 27,397 visits among 18,607 patients. The median age was 74 years (IQR 66 to 82), 48% were female and 59% were married. The median ERA score was 7 (IQR 2 to 14). A total of 53.7% patients were admitted to the hospital; those with higher ERA scores were more likely to be admitted with a median of 10 (4 to 16) versus 5 (1 to 11). A total of 15.1% of the patients returned to the ED within 30 days; those with a higher ERA score were more likely to return to the ED, with a median of 11 (5 to 17) versus 7 (2 to 13), p<0.0001. Despite being younger, male patients were more likely to return to the ED within 30 days (OR 1.16, CI 1.1-1.2), p<0.001. A total of 15.1% of the patients died within a year; those with a higher ERA score were more likely to die, with a median score of 14 (8 to 19) versus 6 (2 to 13), p<0.0001. When using a cutoff of ERA>¼16, those with >¼16 were more likely to be admitted to the hospital OR 2.19 (CI 2.06-2.33), more likely to return within 30 days OR 2.05 (CI 1.91-2.21), and to die within the year follow-up, OR 3.45 .
Conclusions: The ERA score can be automatically calculated into the medical record and can help identify ED patients at higher risk of death, hospitalization and return ED visits. This score could help clinicians identify patients who may benefit from additional resources like advanced care planning, multi-disciplinary team coordination in the ED and even palliative care. Identifying this high risk population has to target patients who could benefit from geriatric referral, social work evaluation for home resources amongst others. Ultimately, this score may be used to identify patients who can be targeted for goals of care discussion while in the ED. Study Objectives: Early integration of palliative care from the emergency department (ED) has been identified as an underutilized modality of care with significant potential benefits, but few studies have addressed how to assess which patients are appropriate for such care. Our hypothesis is that patients 65 years of age or greater who present to the emergency department as a level 1 emergency severity index from a long-term care facility have prolonged hospitalizations with high resource utilization and significant mortality and therefore would benefit from early palliative care involvement.
Methods: For the years of 2014 and 2015, we performed a retrospective chart review of all patients > 65 years of age that arrived in the emergency department of an academic suburban southeastern Level 1 trauma center from a long-term care facility and were triaged as a Level 1 triage priority, using the Emergency Severity Index. The ED course, hospital course, and final outcomes were analyzed and data collected included code status, mortality, length of stay, level of care, and presence of palliative care intervention.
